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Abstract
This paper reviews the history of the recognition of borderline personality disorder as a clinical disorder, followed by a review
of the contemporary practice of diagnosing borderline personality disorder in psychiatric settings. Many researchers have
cautioned against the conflation of difficult patients with the diagnostic category of borderline personality disorder. The
current study examines how clinical indicators used to screen for this complex disorder differ across service settings,
professions, specialised training and years of clinical experience. A purpose-designed survey was administered to 108 mental
and emergency medicine health practitioners across an Australian health service and a New Zealand health service to record
the level of significance placed on different clinical indicators in the application of the diagnosis of borderline personality
disorder. A heavy reliance was placed on observable behavioural symptoms, such as self-mutilation and impulsive behaviours
that are self-damaging, in the screening of borderline personality disorder as a psychiatric diagnosis. Statistically significant
differences were found between emergency medical staff and mental health clinicians in their use of diagnostic indicators of
borderline personality disorder, w2(4)¼ 17.248, p¼ .002. Implications of these findings for the screening, assessment and
diagnosis of patients with borderline personality disorder are discussed.
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Borderline personality disorder (BPD) as a clinical
diagnosis has been used only since its inclusion in the
Diagnostic and Statistical Manual of Mental Disorders,
third edition (DSM-III) by the American Psychiatric
Association (1980). Since this time, the growth in the
recognition and use of BPD as a diagnosis in
psychiatry has been remarkable (Gunderson, 2001).
With the increasing prevalence of such patients in
today’s health system, finding what indicators or
criteria are being considered in the screening of BPD
as a patient diagnosis in today’s clinical practice is
essential to determine how clinicians view the
symptomatology of this disorder.
The origins of the borderline diagnosis can be
traced to the clinical observations of Adolph Stern in
the 1930s. Stern was a psychoanalyst who recognised
a subgroup of patients that did not fit into the
existing psychopathological system primarily
consisting of diagnoses of neuroses and psychoses
(Gunderson, 2001). Most notably, Kernberg (1967)
added to the understanding of what was already
considered the borderline patient through his con-
ceptualisation of ‘‘borderline personality organisa-
tion’’ (BPO). BPO was characterised by Kernberg
(1967) as one of three personality organisations:
psychotic personality organisation, neurotic per-
sonality organisation, and borderline personality
organisation; and BPO was differentiated by ‘‘failed
or weak identity formation, primitive defences
(namely, splitting and projective identification), and
reality testing that transiently lapsed under stress’’
(Gunderson, 2001, p. 3). Such a conceptualisation
helped shape the clinical thinking around such
patients by moving towards a framework for
understanding these patients.
In more recent times, a new approach to con-
ceptualising borderline phenomena was adopted
from Chatham (1985), labelled the ‘‘eclectic-
descriptive’’ approach. This approach considers the
recognition of symptoms in criteria sets for the
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diagnosis to be made, and is embodied in the
classification system currently adopted by the Amer-
ican Psychiatric Association in the development of
the DSM. As outlined by the American Psychiatric
Association in DSM-IV, people who are diagnosed
with BPD show ‘‘a pervasive pattern of instability of
interpersonal relationships, self-image, and affects,
and marked impulsivity that presents itself by early
adulthood’’ (American Psychiatric Association,
2000, p. 710). This instability and impulsivity needs
to be present in a variety of contexts, as indicated by
five (or more) of the following criteria: (a) frantic
efforts to avoid real or imagined abandonment; (b) a
pattern of unstable and intense interpersonal rela-
tionships; (c) identity disturbance; (d) impulsivity;
(e) recurrent suicidal or self-mutilating behaviours;
(f) affective instability due to marked reactivity of
mood; (g) chronic feelings of emptiness; (h) inap-
propriate, intense anger or difficulty controlling
anger; (i) transient, stress-related paranoid ideation,
or severe dissociative symptoms (American Psychia-
tric Association, 2000).
The use of clear descriptions of the key symptoms
of BPD can be seen as a step towards preventing the
misdiagnosis and the misuse of the term ‘‘borderline
patient’’. It has, however, been noted that in today’s
clinical setting the symptoms of recurrent self-
mutilation and recurrent suicidality tend to predo-
minate in diagnostic procedures (Hill, Swales, &
Byatt, 2005). This results in a problematic neglect of
many of the DSM-IV criteria themselves, let alone
broader diagnostic considerations derived from
emerging research. It is important to remember that
self-harm and suicidal behaviours occur in other
mental health patients, such as those with schizo-
phrenia, anxiety disorders and depression. Indeed,
Silburn and Zubrick (1995) reviewed 182 consecu-
tive deliberate self-harm presentations of young
patients aged 14–19 years who attended hospitals
in Perth, Australia, and found that 43% of the
sample did not met the criteria for a psychiatric
diagnosis. Reduction of the diagnosis of BPD to a
category to be used for patients who present with
self-harming behaviours and suicide attempts, often
without further examination or assessment of the
presence of additional symptoms required to make
this diagnosis, is not only inaccurate but fosters what
the authors consider a poor clinical response to
patients presenting with these behaviours. Accurate
application of the BPD diagnosis requires the
presence of further symptomatology, and considera-
tion of the categorisation of BPD with only the
observations of deliberate self-harm or suicidal
gestures is contrary to the procedural approaches
outlined by DSM-IV.
Regardless of the cause, over the past decade the
prevalence of the BPD diagnosis is apparently rising
(Hodges, 2003; Linehan, 1993), with the prevalence
of BPD in mental health samples being estimated as
follows: 8–11% in outpatient clinics, 14–20% in
inpatient clinics, and 60–80% in forensic facilities
(Bateman & Fonagy, 2004). These statistics, how-
ever, rely on the accurate diagnosis of BPD using
DSM-IV criteria. It does raise the question of
whether the population of BPD sufferers is indeed
increasing, or whether BPD as a diagnostic label is
increasing as a result of the lack of quantitative and
qualitative assessment procedures being completed
in preference to briefer screening procedures, or due
to the need to apply diagnostic consideration to the
utilisers of the current health-care system. Within the
current psychiatric system, all patient registrations
completed upon the patient’s entry to the service
require a diagnosis to be recorded, using the
International Classification of Disorders, 10 edition
(ICD-10). Perhaps the increase in BPD rates is not
an indication of greater mental health problems in
the community, but rather a symptom of the limited
time for adequate assessment or the requirements of
the registration and information technology pro-
cesses of today’s health system.
In terms of considering the aetiology of BPD, a
recent study of 358 patients with BPD and a
comparison group of 109 patients with other
personality disorders was completed in order to
examine the reported pathological childhood experi-
ences associated with BPD (Zanarini et al., 1997).
When compared to other personality disorder
patients, the BPD patients were significantly more
likely to have been emotionally and physically abused
by a caregiver and sexually abused by a non-
caregiver: 91% reported having been abused and
92% reported having been neglected before the age
of 18 (Zanarini et al., 1997). Zanarini et al. (1997)
also found that the patients with BPD were
significantly more likely to report having a caregiver
withdraw from them emotionally, treat them incon-
sistently, deny their thoughts and feelings, place
them in the role of parent, and fail to provide them
with needed protection.
BPD is often considered to be developmental in
origin and many studies have been conducted in
determining childhood experiences that are signifi-
cant to the later development of this disorder. High
rates of parental loss, whether through divorce,
illness or death, have been found to be common to
patients later diagnosed with BPD (Walsh, 1977).
Walsh (1977) also concluded that abnormal parent-
ing attitudes, such as over-involved or over-protec-
tive parenting, can also be a significant factor. Many
patients with BPD have also reported a family history
of mood disorders and substance use disorders
(Widiger & Trull, 1992) or have experienced child-
hood trauma and neglect (Zanarini & Frankenburg,
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1997), or have been considered to be highly emotive
children raised in harsh and abusive environments
(Meyer, Ajchenbrenner, & Bowles, 2005).
Based on such research it could be argued that the
assessment of the diagnosis of BPD should also
consider the patient’s interpersonal experiences
within a developmental context, in conjunction with
the symptomatologic criteria for application of the
clinical label. Although such research on childhood
and familial experience does not have predictive
power in determining the presence of the borderline
personality patterns in adulthood, it does lead to a
consideration of the use of qualitative assessment via
clinical history taking in conjunction with quantita-
tive assessment procedures.
An examination of what symptoms, criteria, or
developmental experiences that clinicians use in the
consideration of BPD as a possible psychiatric
diagnosis, however, has not received significant focus
in the current literature. There are studies that
demonstrate the reliance on observable behavioural
symptoms such as self-harm and suicidal gestures,
but these have focused on the assessment of BPD
within a psychiatric setting (i.e., Goldstein et al.,
2005; Warne & McAndrew, 2007). Most researchers
have cautioned about the early diagnosis of BPD in
clinical samples, without adequate assessment being
made, and recommend the use of both quantitative
and qualitative assessment procedures to determine
the appropriateness of the diagnostic categorisation
in each circumstance (i.e., Tredget, 2001; Zanarini
et al., 2003).
As indicated in much of the literature on clinician
attitudes to BPD, the presence of the diagnostic label
can influence the willingness of clinicians to be
involved in such patients’ care, even predisposing
clinicians to an absence of empathy (Alston &
Robinson, 1992). Given that the diagnostic label of
BPD can often shape staff responses, it is important
to consider how this diagnostic label is conceptua-
lised and thus applied in today’s psychiatric setting.
It is evident from the literature reviewed here that the
use of BPD as a diagnosis is increasing, despite
attempts by the clinical community to regulate its use
as a diagnosis through the application of rigorous
classificatory systems, or the recommendations of
more objective quantitative and qualitative assess-
ment procedures.
The operationalisation of BPD requires investiga-
tion in order to examine how clinicians apply the
indicators, aetiological factors, observed or reported
symptoms, or criteria in their consideration of the
diagnosis of BPD in a clinical setting. The current
study examined how clinicians rank clinical symp-
toms of BPD, and how this varies across services
settings such as mental health services and emer-
gency medicine settings. The study also examined
whether professional background, training, and
specific education in BPD was an influence on the
manner in which clinicians screen patients for the
diagnostic criteria for BPD.
Methods
Participants
The participants in this study were 108 registered
practitioners across an Australian health service,
Ballarat Health Services (N¼ 52), and a New
Zealand health service, Nelson Marlborough District
Health Board (N¼ 56). Mental health and emer-
gency department staff of these health services were
asked to participate if, in the course of their
employment, they encountered patients diagnosed
with BPD. The rate of participation for Ballarat
Health Services was approximately 63% of clinicians,
consisting of 85.71% of clinicians (n¼ 22) across the
two western mental health departments approached,
and 49.18% (n¼ 30) of clinicians across the emer-
gency medicine department. The rate of participa-
tion for Nelson Marlborough District Health Board
was approximately 42%, consisting of 46.49%
(n¼ 53) of clinicians across the mental health
department, and only 16.67% (n¼ 3) of clinicians
across the department of emergency medicine. All
participants were eligible for participation in the
current study if they were a registered health
practitioner; no exclusion criteria were used.
Materials
Participants were provided with a purpose-designed
demographic questionnaire. No personal informa-
tion was collected that could identify the participant,
only questions such as gender, years of experience,
education completed, primary occupation, and
average clinical contact with BPD patients, were
included. The participants were also given the
following list of 14 clinical indicators of BPD –
including criteria from DSM-IV and common
aetiological factors as found in the literature for
BPD, and asked to rate which three were considered
to be the most important clinical indicators in
determining BPD as a possible diagnosis, using 1
(most important), 2, and 3 to denote their preferred
choices in the boxes provided: (a) issues of real or
imagined abandonment; (b) intense and unstable
interpersonal relationships; (c) family history of
mental disorder; (d) unstable self-image; (e) im-
pulsive and reckless behaviours that are self-dama-
ging; (f) disrupted family background; (g) recurrent
suicidal behaviour; (h) recurrent self-mutilating
behaviour; (i) affective instability due to markedly
reactive mood; (j) history of physical, sexual and/or
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emotional abuse; (k) chronic feelings of emptiness;
(l) inappropriate and intense anger; (m) transient
stress-related paranoid ideation; and (n) severe
dissociative symptoms.
Recurrent self-mutilating behaviour and recurrent
suicidal behaviour are listed as one criterion in
DSM-IV, but for the purpose of this investigation
they were separated to allow for distinct considera-
tion of these two behaviours. The participants were
also requested to make a choice only of the three
considered the most important criteria to allow for a
definitive pool of participant responses for the
purpose of statistical investigation.
Procedure
Following consultation with management staff, and
completion of the requirements for ethics approval at
the two health services, participants were provided
with an explanatory statement and a consent form
that was signed prior to their participation. Partici-
pants were provided with the demographic ques-
tionnaire (gender, years of experience, education
completed, primary occupation, and average clinical
contact with BPD patients) and were given the list of
14 clinical indicators of BPD to which they were
asked to rate which three were considered to be the
most important clinical indicators in determining
BPD as a possible diagnosis. Responses and com-
pleted demographic questionnaires were then re-
turned in a sealed envelope, separate from the
completed consent forms. Approximately one third
of the questionnaires were distributed via mail,
particularly to those staff who were employed in
outlying areas. To reduce selection bias, the majority
of the questionnaires were distributed to staff at their
routine clinical meetings or staff development
sessions, where they were collected immediately
following completion. Such a procedure produced
a response rate of 90.9% (n¼ 108).
Results
Statistical analysis was performed using SPSS,
version 9.0 (SPSS, Chicago, IL, USA). Table I
shows the demographic information of the partici-
pants. Analysis of this data was completed using a
combined count of the three ranked clinical indica-
tors of all participants, without assigning any
weighting to each choice. After deleting one case
for which data were missing, ranking of the three
most important clinical indices of BPD rendered 321
indications derived from 107 clinicians.
The rankings of clinical indicators of all partici-
pants were collated, and are presented in Figure 1.
Participants rated the symptoms of intense and
unstable interpersonal relationships, impulsive and
reckless behaviours that are self-damaging, recurrent
self-mutilating behaviour, and affective instability
due to markedly reactive mood as most prominent
when screening for the diagnosis of BPD, with
19.0% (n¼ 61), 17.1% (n¼ 55), 12.1% (n¼ 39)
and 12.1% (n¼ 39) of the sample choosing
these symptoms as being of greatest importance,
respectively.
When comparing the responses of emergency
medicine and mental health clinicians in their ratings
of the three most important clinical indicators in the
consideration of BPD as a diagnosis, it became
apparent that emergency medicine clinicians view
impulsive behaviour that is self-damaging as the most
important indicator (22.2%, n¼ 22), whereas mental
health clinicians consider the pattern of unstable
interpersonal relationships as most characteristic of
BPD (23.0%, n¼ 51) (Table II).
In order to statistically examine associations
between diagnostic indicators and other character-
istics of the sample, the diagnostic indicators were
collapsed into five factors or sets of symptoms
clusters: behavioural, cognitive, affective, interperso-
nal and aetiological factors. The behavioural cluster
consisted of the following indicators: impulsive and
reckless behaviours that are self-damaging, recurrent
self-mutilating behaviour, and recurrent suicidal
Table I. Participant demographics (N¼ 108)
n %
Service setting
Emergency medicine 33 30.6
Mental health 75 69.4
Gender
Male 36 33.3
Female 72 66.7
Level of university training
Hospital trained 16 47.2
Undergraduate 41 38.0
Postgraduate 51 47.2
Years of clinical experience
0–5 34 31.5
6–10 23 21.3
11–15 19 17.6
16þ 32 29.6
Completion of BPD training
Yes 53 49.1
No 55 50.9
Frequency of contact
Daily 31 28.7
Weekly 42 38.9
Fortnightly 12 11.1
Monthlyþ 23 21.3
Occupational area
Nursing 69 63.9
Allied health 21 19.4
Medical 18 16.7
BPD¼borderline personality disorder.
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behaviours. The cognitive cluster consisted of
unstable self-image, chronic emptiness, transient
paranoia, and severe dissociation. The affective
cluster consisted of affective instability and inap-
propriate anger, while the interpersonal cluster
included issues of abandonment and a pattern of
unstable relationships. The aetiological cluster con-
tained the following indicators: family history of
mental disorder, disrupted developmental back-
ground, and a history of abuse.
Upon review of the cluster responses, the beha-
vioural cluster symptoms of BPD were the most
commonly considered indicator, with 34.0%
(n¼ 109) of the responses (Table III). The major
behavioural presentations of impulsive and
reckless behaviours that are self-damaging, recurrent
self-mutilating behaviour, and recurrent suicidal
behaviours were considered as being within the three
most prominent symptomatologic issues for patients
with BPD. The other major symptom cluster was the
interpersonal factor, accounting for 29.0% (n¼ 93) of
the indicator rankings. Only 10.9% (n¼ 35) recorded
the aetiological factors of family history of mental
disorder, disrupted family background and a history
of physical, sexual and/or emotional abuse as being of
importance in patients later diagnosed with BPD.
A comparison of responses from emergency
medicine and mental health clinicians across the five
clusters is contained in Table IV. For mental health
clinicians, 31.1% (n¼ 69) considered the major
behavioural presentations of impulsive and reckless
behaviours that are self-damaging, recurrent self-
mutilating behaviour, and recurrent suicidal beha-
viours as being within the three most prominent
symptoms when screening for a diagnosis BPD,
while only 7.7% (n¼ 17) considered the three
aetiological factors in this disorder’s development.
The most recognised cluster of symptoms was the
interpersonal factors, with 34.7% (n¼ 77) of the
mental health clinicians considering this cluster of
symptoms.
Figure 1. Ranking of clinical indicators used to diagnose borderline personality disorder (BPD; N¼ 108). dvpt¼developmental.
Table II. Ranking of clinical indicators (N¼321)
Emergency
medicine
Mental
Health
(n¼99) (n¼ 222)
Clinical indicator n % n %
Issues of abandonment 6 6.1 26 11.7
Unstable relationships 10 10.1 51 23.0
Family history mental disorder 5 5.1 0 0.0
Unstable self-image 3 3.0 7 3.2
Impulsive behaviour 22 22.2 33 14.9
Disrupted developmental
background
2 2.0 1 0.5
Recurrent suicidality 6 6.1 9 4.1
Recurrent mutilation 12 12.1 27 12.2
Affective instability 9 9.1 30 13.5
History of abuse 11 11.1 16 7.2
Chronic emptiness 2 2.0 12 5.4
Inappropriate anger 6 6.1 1 0.5
Transient paranoia 1 1.0 0 0.00
Severe dissociation 4 4.0 9 4.1
Table III. Ranking of clinical indicator clusters across all
participants (N¼ 321)
Clinical indicator cluster n %
Behavioural 109 34.0
Cognitive 38 11.8
Affective 46 14.3
Interpersonal 93 29.0
Aetiological 35 10.9
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Interestingly, for the emergency medicine staff
sample, impulsive and reckless behaviours that are
self-damaging, recurrent self-mutilating behaviour,
and recurrent suicidal behaviours were considered by
40.4% (n¼ 40) as the top three indicators to consider
in applying BPD as a diagnosis, but 18.2% (n¼ 18)
considered the three aetiological constellations of a
family history of mental disorder, disrupted family
background and a history of physical, sexual and/or
emotional abuse in the later development of this
disorder. The interpersonal cluster of symptoms was
considered of importance by 16.2% (n¼ 16) of the
emergency medicine clinicians.
Comparison of the ratings of participants were then
completed across the demographic fields of service
setting, gender of clinician, occupational area, educa-
tion level of clinician, completion of specialised
training in BPD, frequency of contact with BPD
patients, and years of clinical experience, using chi-
square tests of independence, and the results are
contained in Table V. Emergency medicine staff and
mental health staff showed statistically significant
differences in their choice of the key diagnostic
indicators of BPD across the five clusters of indica-
tors, w2(4)¼ 17.248, p¼ .002. Comparisons of the
other demographic fields indicated that there were no
significant differences in the way that the clinical
indicators of BPD were ranked across the participant
group (i.e., between male and female clinicians;
between nursing, allied health and medical
clinicians; between clinicians with hospital training,
undergraduate and postgraduate qualifications; across
the span of years of clinical experience; between those
who had contact with BPD patients on a daily, weekly,
fortnightly or monthly and longer basis; and between
clinicians who had and had not completed specialised
training in the area of BPD).
Discussion
The present results suggest that in this cohort of
clinicians, the behavioural presentation of the symp-
tomatology of BPD, such as impulsive behaviours
and self-mutilation and recurrent suicidal threats and
gestures, are heavily replied upon in screening for the
application of this diagnosis. Both mental health and
emergency department staff showed this trend,
although interestingly there was a greater considera-
tion of aetiological constellations in the conceptua-
lisation of BPD as a possible diagnosis among the
emergency department clinicians across these two
health services. This is an unexpected result because
it was expected that screening procedures for BPD in
the emergency medicine service setting would focus
on the predominant crisis presentation of self-harm
and suicidal behaviours.
Such a finding could suggest, however, that
emergency medicine clinicians are not familiar with
the classification criteria of the DSM-IV that eschews
aetiological considerations in the development of
BPD, and the screening procedures of the mental
health clinicians reported here are more accurate and
synonymous with current clinical standardised assess-
ment processes. A distinction between the crisis work
that emergency medicine clinicians provide, immedi-
ately following the event of deliberate self-harm or
suicide attempt, could be paralleled with the work by
crisis response workers within the mental health
setting. This, however, was beyond the scope of the
current study. Future research could examine the
screening procedures used by mental health clinicians
across different service functions (i.e., crisis teams,
rehabilitation and community teams) to examine if
the type of response required in the work with BPD
has an impact on diagnostic considerations.
While empirical research suggests that the sig-
nificant predictors of BPD in adulthood include
interpersonally traumatic experiences in childhood
(Zanarini et al., 1997), in a clinical setting the
symptoms that are more readily observed, such as
recurrent overdose or cutting behaviours, are pri-
marily used to screen for this complex disorder.
Although these diagnostic criteria that are used in the
clinical setting are consistent with the DSM-IV
criteria, it is notable that the classification system,
which allows the diagnosis based on five symptoms
of a possible nine listed, is operationalised in
substantially different ways in different service
Table V. Participant ratings across demographic fields
Comparison group df w2 p
Service setting 4 17.248 .002
Gender of clinician 4 1.931 .749
Occupational area 8 6.792 .559
Education level completed 8 8.200 .414
Years of clinical experience 12 4.875 .962
Frequency of contact with BPD 12 7.169 .846
Completion of training in BPD 4 3.896 .420
BPD¼ borderline personality disorder.
Table IV. Ranking of clinical indicator clusters versus setting
(N¼ 321)
Emergency
medicine
Mental
health
(n¼99) (n¼222)
Clinical indicator cluster n % n %
Behavioural 40 40.4 69 31.1
Cognitive 10 10.1 28 12.6
Affective 15 15.2 31 14.0
Interpersonal 16 16.2 77 34.7
Aetiological 18 18.2 17 7.7
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settings. Interestingly, professional background,
years of experience, and presence or absence of
specific education in BPD did not influence the
manner in which importance was placed on diag-
nostic criteria when screening for BPD.
The use of the diagnosis of BPD is rapidly
increasing, and many clinicians and researchers have
found the application of BPD to be problematic due
to the impact that such a label has on professional
attitudes and consequent provision of therapeutic
treatment. Johnstone (1997) found that staff often
judge BPD patients harshly, feared contact with them,
constructed their condition as chronic and therefore
felt that these patients were unlikely to change. With
this viewpoint, resistance by clinicians to engage and
thus to provide adequate assessment and effective
treatment to BPD patients remains. It could be
argued that when screening BPD as a possible
diagnosis, determining and understanding the devel-
opment of the borderline pathology may have
significant advantages. It could reduce the use of
minimalist screening techniques and eager application
of the label of BPD in patients, because the
observation of behavioural displays that can be
recorded via a symptom checklist would be insuffi-
cient for the application of the diagnosis. Clinicians
would need to take the time to use qualitative
assessment procedures, such as clinical interview,
and undertake a detailed clinical history prior to the
application of the psychiatric label of BPD.
The current classification system via the DSM-IV,
however, has not made provision for the considera-
tion of aetiological factors in the development of this
disorder, primarily due to a limited ability to prove
the predictive power of childhood experiences in the
development of BPD in adulthood. Therefore the
application of the diagnosis is generated at this stage
purely on symptomatologic observation. Unfortu-
nately the brief screening procedures of clinicians
appear to have reduced the occurrence of detailed
assessment procedures, and many still dispute that
the application of psychiatric labels requires a more
detailed assessment procedure in order to reduce
type I errors in diagnostic application (i.e., Zanarini
et al., 2003). It is hoped that the conceptualisation of
BPD, in the planning of the new classification system
of DSM-V, will move towards a quantitative and
qualitative consideration of risk factors, given the
existing empirical research base from which to draw
this information.
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